Background: Within the EU Health Monitoring Programme (HMP), the ECHI project has proposed a comprehensive list of 'European Community Health Indicators'. Methods: In the design of the indicator set, a set of explicit criteria was applied. These included: i) be comprehensive and coherent, i.e. cover all domains of the public health field; ii) take account of earlier work, especially that by WHO-Europe, OECD and Eurostat; and iii) cover the priority areas that Member States and Community health policies currently pursue. Flexibility is an important characteristic of the present proposal. In ECHI, this has been emphasized by the definition of 'user-windows'. These are subsets from the overall indicator list, each of which should reflect a specific user's requirement or interest. Results: The proposed indicators are, in most cases, defined as generic indicators, i.e. their actual operational definitions have not yet been attempted. This work has been, and is being carried out to a large part by other projects financed under the HMP,
The ECHI project within the European Commission's Health Monitoring Programme (HMP)
This paper presents the results of the project 'Integrated approach to establishing European Community Health Indicators' (ECHI). Its objective was formulated as: 'To propose a coherent set of European Community Health Indicators, meant to serve the purposes formulated for the HMP, selected on the basis of explicit criteria, and supported by all Member States'. The project has defined its approach to this objective as: i) to define the areas of data and indicators to be included, following a set of explicit criteria; ii) to define generic indicators in these areas, again following these criteria; and iii), as a novel element, to imply a high degree of flexibility in the indicator set, by defining subsets of indicators, or 'user-windows', tuned to specific users. Examples of such users are strategic planners, people involved in local health promotion actions, etc. As to the use of the indicator list, the following was envisaged:
to provide the frame for comparable data collection in the public health area, in all EU Member States, thus to consider indicators as the meeting point between information needs on the one hand, and data collection on the other, to identify data gaps and thereby help to indicate priorities for data collection and harmonisation, also as guidance for other projects under the HMP, to provide a guiding structure for the production of public health reports at (inter)national or regional levels, to provide the logical framework for the development of electronic information systems and databases, to serve as a guiding framework for follow-up, especially in the frame of the European Commission's new Public Health Action Programme. The first phase of the project was concluded by a report dated 15 February 2001. 1 A second phase of ECHI is currently under way. This paper largely refers to the results of the first phase.
METHODS

Which health indicators? Prerequisites, criteria, backgrounds
Three general objectives of a European health indicator set were defined by the HMP, i.e. monitor trends throughout the EU, evaluate EU policies, and enable international comparisons. This calls for the explicit definition of a set of criteria. Thus, the indicator set should: be comprehensive, i.e. the multi-purpose nature of the monitoring objectives require the coverage of all domains which are normally included in the public health field; in addition, the indicator set should be coherent, in the sense of conceptual consistency, take account of earlier work in the area of indicator selection and definition, especially that by WHOEurope, OECD and the Commission Services in Eurostat; thus avoiding duplication of effort and promoting cooperation between international organizations, cover the areas in the public health field which Member States want to pursue (MS policy priorities; also regions within MS may have their own health policies); in addition, it should meet the needs of Community policies (Community policy priorities). In terms of the selection of indicators at the detailed level, the following prerequisites are formulated in addition:
the actual selection and definition of indicators within a specific public health area should be guided by scientific principles, indicators (and underlying data) should meet a number of methodological and quality criteria concerning e.g. validity, timeliness, sensitivity and comparability etc., the probability of changing policy interests calls for a high degree of flexibility, made possible by current electronic database systems, selection of indicators should be based, to start with, on existing and comparable data sets for which regular monitoring is feasible, but should also indicate data needs and development areas.
Comprehensiveness and conceptual consistency
Health is a broad issue and the eventual health indicator set should constitute a balanced collection, covering all major areas within the field of public health. Based on the HMP's Annex 2 2 and many other sources and considerations, four main categories of indicators were proposed as below: Health has been adopted. 9 Basically, three 'strands' of action have been addressed: improving health information and knowledge, responding rapidly to health threats, addressing health determinants. The work plan of the new Action programme has been set up to accommodate the continuation of relevant activities under the former eight programmes. Another valuable source has been the publication 'Priorities for public health action in the European Union', 10 which states the following Community priorities: Social gradients, alcohol, illicit drugs, tobacco, health surveillance, quality of health care, mental health, environment and food/nutrition.
Scientific principles and quality aspects
In working out the indicator selection, quantitative principles such as the size of a health problem, its total costs, or the degree of preventability of the problem have served as criteria. This particularly applies to the selection of cause-specific mortality, of disease-specific morbidity, and to the selection of indicators in the area of health determinants. It is evident that in the actual operational definitions of the indicators, certain quality criteria should be met. In the Danish Ministry of Health Study, nine such criteria were formulated. In short, an indicator should measure what we think it measures (validity), be sensitive to changes over time or by place, and be comparable between countries or regions, to mention the three most important aspects.
Flexibility and the continuous improvement of indicators and data collection
Basically, flexibility means that a system of data and indicators should never be fixed, and is never final. Policy interests change, scientific views and electronic tools evolve, with associated shifts in data collection activities. Many indicators currently in use reflect the availability of more or less comparable data sources. In some areas, however, data are not readily available in many Member States, even though the need for fully comparable information is strongly felt. These areas deserve extra efforts in R&D. They include, among others: disease-specific morbidity at population level, . Draft texts were prepared by the project co-ordinator and were subject of substantial amendment and detailed discussion during these meetings. Also between meetings, there was much bilateral communication. In the early stages the discussion was focused on the basic frame of the indicator list, the criteria and the concept of user-windows. During the second year, it shifted towards the selection and definition of the indicators. Many indicator proposals were taken from existing lists of WHO-Euro and OECD, when there seemed no reason to deviate from these. The Member State policy profiles were used to also include new proposals for which no regular data collection is still available. In a final stage, the list was integrally checked with Eurostat to ensure a sufficiently realistic approach. During the second half of the project period and thereafter, the ECHI results were discussed intensely in the HMP project co-ordinators meetings, and they increasingly served as a frame of reference for work in other projects. The final results were presented in the Eurostat meeting on public health statistics, and were taken up as a priliminary guideline for further developments in European health statistics.
RESULTS
The proposed list of EC health indicators
In -health and services for mother and child; to focus on reproductive health, health of children and family structure. The user-window concept is a more flexible approach of the original idea of 'core indicators'. Yet, policy development as well as focusing R&D activities need the formulation of priorities. We may in fact move in two divergent directions simultaneously: 1 Choose a user-window named 'EU-priority list' as a set of 'core indicators', to focus on a limited set of issues thought the most important in EU public health policy and therefore as a priority focus for work on data harmonisation. 2 At the other extreme, consider the entire 'multipurpose' indicator set or whatever user-window not as a fixed entity as such, but mainly as a reflection of what is possible on the basis of existing or future databases. This implies that we are also defining comparability of data sources besides that of indicators.
FOLLOW-UP IN ECHI-2, AND THE NEW EU PUBLIC HEALTH PROGRAMME
For the second phase of ECHI, started October 2001, five main areas of work were formulated, as outlined in the sections below. Class 3: Determinants of health This group contains all factors determining health, outside the health care system. It includes i) the 'personal and biological factors'; ii) health behaviours (lifestyle factors) and iii) living and working conditions, more to be viewed as the wider environment. For all these categories of determinants, selection criteria have been: their importance in determining a substantial share of (ill-)health; the degree to which they can be influenced, and the cost-effectiveness of the interventions involved. 12, 13 Also in more general terms, it appears that in spite of the subsidiarity principle there is a slow but steady move of the Commission's activities towards health care, prompted by issues like medical personnel exchange, cross-border care, links with social policies and issues of compliance of national health care systems with EU market regulations. All this will require an innovating approach, especially in the indicators concerning health systems. 
Upgrading the indicator list
Implementing the user-window concept
The above work will tend to expand the indicator list. With this expansion, the issue is more often raised of proposing a restricted 'core' list aimed at the quick overview glance of the policy-maker. Along this line, a few user-windows will be selected, based on a few rigid policyoriented criteria. This process is being undertaken with the close co-operation of the HMP project co-ordinators and Eurostat services.
Updated inventory of indicator definitions (ICHI-2)
In 1999, the 'International Compendium of Health Indicators' (ICHI) was produced by WHO-Euro and the Commission. 4 Within ECHI-2, work has been started to prepare an updated version of this (ICHI-2). The goal is to create a readily accessible (and updateable) database of all current indicator definitions in the public health field, as used by the international organizations WHO-Euro, OECD and Eurostat. In this way, it would be much more easy for national authorities to directly compare indicator definitions and their backgrounds, and to find out formats for sending data to the international organizations.
ECHI and the new EU Public Health Programme
In the information strand of the EU Public Health Programme 2003 Programme -2007 the further development and implementation of indicators is an explicit issue. Timewise, the ECHI project is among various projects under the old HMP which extend into the new Public Health Programme. In this way, there is time for a careful handingover of the accomplishments of the HMP project series to the working structures under the new programme. It should be remembered again, that even an upgraded indicator list will not be definitive, but will need continuous and stepwise improvement. At the same time, it may become a desire of the Commission to give some features of the list a legal/formal status. Here, the balance between flexibility and the possibilities to reinforce comparable data collection should be carefully chosen. For the coming period, it is envisaged that the projects under the HMP and initiatives under the new Programme will work together not only on the operationalization and harmonization of selected indicators, but also on the definition of comparable data sources and data collection methods. All this work should be co-ordinated closely with the Commission's Services at Sanco and Eurostat, with WHO/Europe and OECD. For the longer term, the maintenance of a system of indicators and data on health requires an infrastructure which has sufficient expertise and continuity. In the new Public Health Programme 9 this has been named 'structural arrangements', a concept which is currently being worked out. Whatever the solution will be, it is obvious that, in order to create and maintain an EU health information system, there is no alternative to a sustainable and committed expert core providing adequate critical mass.
